Computed tomography (CT) for the evaluation of suspected urolithiasis should use low-dose techniques (<4 mSv) 1 given that diagnostic accuracy is equal to or better than that of conventional CT 2 and that this technique reduces the risk for radiation-related carcinogenesis. Despite its widespread 
Letters
Methods | Data were collected for the Study of Tomography of Nephrolithiasis Evaluation (STONE), a 15-center, randomized comparative-effectiveness trial comparing initial imaging with CT vs ultrasonography in adults with suspected urolithiasis. 3, 4 The individual institutional review boards of all 15 hospitals approved the study, and written informed consent was obtained from all participants. Patients were eligible if the emergency physician suspected urolithiasis and were excluded if they were obese or at high risk for a significant alternative diagnosis. Demographic and clinical data were collected for all patients from October 1, 2011, through February 28, 2013. Scans with a missing radiation dose (n = 34) were excluded. Distributions of the radiation dose metrics were calculated overall and stratified by patient factors and hospital characteristics (eg, safety net, 5 ownership, 4 and annual emergency department visit volume). Calculated doses were unadjusted and adjusted for patient factors. We determined the number and proportion of patients who underwent imaging using low-dose techniques within the patient and hospital strata. We used multivariable analysis to determine patient and hospital predictors of dose. Data analysis was performed from February 25, 2014, through April 14, 2015.
Results | A total of 1582 patients with suspected urolithiasis underwent CT during their emergency department visit, and 497 (31.4%) subsequently passed or underwent surgical removal of a stone. Median effective dose was 11 (interquartile range, 7-17; range, 0.34-73) mSv. The median volume CT dose index (CTDIvol), reflecting the mean dose per slice, was 14 (interquartile range, 9-21; range, 0.5-100) mGy (Table) . Only 121 patients (7.6%) underwent imaging using low-dose techniques.
These results did not change materially when our analysis was limited to patients at high risk for urolithiasis based on a history of stones or results of physician assessment. In the multivariable models, differences in dose by patient age, weight, race, and ethnicity persisted, but we found no differences in dose by the probability of stones or by patient educational level. The median effective dose varied 5-fold across the 15 hospitals from 4 to 19 mSv (P < .001; Figure) ; this difference persisted after accounting for patient factors. After accounting for random variation by hospital, hospital characteristics were not significantly associated with dose. Radiation dose was unrelated to the sensitivity of imaging for stones.
Discussion | Less than 8% of patients received appropriately low-dose CT for suspected urolithiasis. Furthermore, we found a 200-fold variation in dose between patients and a 5-fold variation in median dose across hospitals; these differences were not explained by patient or hospital factors. The American College of Radiology Dose Index Registry 6 also reports that very few scans labeled as renal colic protocol are conducted using low-dose techniques; however, the Dose Index Registry does not collect the clinical indication for scanning or weight, which could influence scan settings, so the appropriateness of the doses used could not be evaluated. The consistency of our results with those of the Dose Index Registry provides substantial evidence that appropriate low-dose studies are not used widely for the evaluation of suspected urolithiasis.
Our study strengths include the prospective assessment of a large cohort of patients who underwent imaging for the same clinical indication and the detailed collection of clinical data, including dose metrics. However, we do not know how accurately clinical details were communicated to those responsible for deciding how the CT scans should be performed. Most patients in the emergency department with suspected urolithiasis do not undergo scanning with appropriate 
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Potential of Missing Life-Threatening Arrhythmias After Limiting the Use of Cardiac Telemetry
We previously revised our telemetry protocol by using the American Heart Association guidelines, producing a 43% decrease in telemetry initiation. 1, 2 After determining that there was no increase in mortality, cardiac arrest, or activation of the rapid response team, we sought to ascertain the risk of missing life-threatening arrhythmias (LTAs) with reduced telemetry use. Life-threatening arrhythmias, such as ventricular tachyarrhythmias, are the primary rationale for using telemetry, and fear of missing them likely contributes to overuse. We studied the nature and clinical outcome of our telemetry alarms. We hypothesized that alarms representing LTAs are uncommon and that few alarms affect patient management.
Methods | In March 2013, we instituted a revision of nonintensive care unit telemetry that integrated the current American Heart Association guidelines 2 into our electronic ordering system. Predefined criteria (developed internally at our institution and in use for many years before our telemetry protocol revision) categorized telemetry alarms as emergency or nonemergency. Alarm events were communicated from a central monitoring department to patient care units via telephone, and a detailed log of alarms was maintained. We selected 2 periods-before (October 19, 2012, to November 19, 2012) and after (May 22, 2013, to June 19, 2013) revision-to retrospectively review alarm logs. We tabulated the total number of alarms and studied, in detail, a random selection of alarm logs. All alarms designated as emergency in these subgroups were then evaluated with a detailed medical record review, arrhythmia analysis, and determination of whether any change in clinical management followed.
Emergency alarms were divided into 3 classes: potential LTAs, clinically important alarms, and alarms of questionable importance. Management changes included transferring to an intensive care unit, beginning use of a new medication, ordering a diagnostic study, or activating a rapid response or
